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CASE REPORT
A 60-year-old Italian woman with no prior medical problems
was well until 3 months prior to admission, when she developed
a low-grade fever. She was hospitalized in Italy and empirically
treated with a 1-week course of an unknown intravenous anti-
biotic. She improved clinically, and travelled to the USA, where
she developed a fever, once again 3 weeks prior to admission.
She presented to the emergency room with severe congestive
heart failure, with a fever of 39.28C, and a pulse of 120/min.
Blood pressure was 130/50 mmHg, and respiratory rate 22/min.
She had a grade III/IV diastolic decrescendo murmur at the
left sternal border, and a grade IV systolic ejection murmur; a
third left S3 on sound was heard on cardiac auscultation. Initial
laboratory tests revealed a white blood cell count of 21 000/
mm3, haemoglobin 11.1 g/dL, haematocrit 33.2%, and ESR
46 mm/h. Transesophageal echocardiography (TEE) showed a
dilated left ventricle with mildly reduced systolic function
(ejection fraction of 40–44%), a bicuspid aortic valve with
severe valve regurgitation, severe mitral regurgitation, and
moderate tricuspid regurgitation. There was a 2-cm mobile
vegetation on the non-coronary leaflet of the aortic valve.
There was also an abscess in the non-coronary portion of
the aortic valve annulus (Figure 1).
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Figure 1 Transesophageal echocardiogram
(TEE) long-axis view showing a vegetation on
the aortic valve with a perivalvular abscess.
Diagnostic cardiac catheterization was performed. Coronary
anatomy was normal. The pulmonary artery pressure was 56/
20 mmHg, and the pulmonary artery wedge pressure was
26 mmHg. The aortic pressure was 90/60 mmHg. CT scan
of the abdomen and pelvis revealed a large left renal infarct and a
small splenic infarct.
The patient was treated for subacute bacterial endocarditis
(SBE) with intravenous ampicillin, 2 g every 4 h, and intrave-
nous gentamicin, 80 mg every 8 h. During hospitalization,
her pulmonary oedema worsened and she developed atrial
fibrillation. Blood cultures grew small, non-motile, Gram-
negative capnophilic coccobacilli.
QUESTIONS
1. What is, in your opinion, the micro-organism responsible
for this case?
2. What is adequate medical therapy for this entity?
3. Are there reasons for surgery in this case?
694 Clinical Microbiology and Infection, Volume 7 Number 12, December 2001
 2001 Copyright by the European Society of Clinical Microbiology and Infectious Diseases, CMI, 7, 693–694
